Morbidity studies based on hospital admission rates are complicated because all admissions to a defined group of hospitals rarely come from a defined population and all admissions from a defined population rarely go to a defined group of hospitals. As a consequence, if the starting point of the study is either the complete records of a hospital group or the complete enumeration of the population in a geographical area, the available data are usually precise for either the numerator or the denominator of admission rates but not for both. For a morbidity study the most realistic starting point is the population of a given area, but this is often served by a large number of hospitals both inside and outside its boundaries. As a result, the scrutiny of a mass of medical records is necessary in order that residents of the given area, if admitted to hospital, are included in the survey no matter where the hospital is situated, and in order that non-residents are excluded even though they are admitted to hospitals inside the geographical boundaries of the area studied.
Apart from the practical difficulties of deriving reliable hospital admission rates with numerator and denominator properly related, their interpretation must be made with extreme care. Hospital admissions depend on several factors, such as the number of available beds in various specialties and the attitude of general.practitioners and their patients to hospital treatment. Such factors vary between areas; hence what may be true of one area may not be true of another or of the country in general.
The Hospital In-Patient Enquiry (H.I.P.E.)-the 10 per cent. national sample survey of hospital patients organized by the General Register Office on behalf of the Ministry of Health-will enable the variation of hospital sickness between and within areas to be studied. Meanwhile the results of an analysis of all hospital admissions of persons living 61 in a defined area may be of interest. The present paper gives a general analysis of the results. In a future paper, an attempt will be made to relate this analysis with certain social indices.
PREVIOUS INVESTIGATIONS
Three reports have been issued using the material gathered in the national inquiry (Mackay, 1951; Registrar General, 1954 , 1955 , but they do not relate the admissions to specific populations. Although the reports contain much valuable information on such items as the age and sex distribution of admissions for different diagnostic groups, length of stay, and the social grouping of patients, they do not (as yet) give hospital admission rates.
The Nuffield Provincial Hospitals Trust, on the other hand, surveyed the hospital-treated sickness occurring in the Scottish Counties of Stirlingshire and Ayrshire (Nuffield Provincial Hospitals Trust, 1948 , 1950 . The total volume of hospital sickness was considered in terms of in-patients, in-patient bed days, and out-patients, and the influence of age, sex, social conditions, and domicile were examined. Not much was done, however, in the way of relating the admissions to the population at risk. Rates were given for in-patients and out-patients generally, and for certain diagnostic groups, but no analysis was made of composite medical departments. A sample of these patients was later followed up at 3 months and again at 2 years (Ferguson and MacPhail, 1954) to ascertain their ultimate disposal.
The Birmingham Regional Hospital Board has recently reviewed hospital morbidity in part of their regional area (Cross, 195, 7) . The method adopted was similar to that followed in the present survey, except that the analysis was based on discharges instead of on admissions. The study was confined to three separate areas (comprising an administrative county, a large county borough, and a group of local authority areas) and the sex-age-specific discharge rates were derived for each area separately for different diagnoses. Some important differences were found between the mainly rural administrative area and the highly industrialized county borough which were considered to be worthy of further inquiry.
The numbers discharged by specialty from hospitals in England and Wales are collected and published annually by the Ministry of Health. From these figures overall discharge rates for the various specialties can be calculated for the country, but no account is taken of age or sex (Ministry of Health, 1950 -57, 1957 .
PRESENT SURVEY
The material on which the present paper is based was obtained during an inquiry into the size of population served by a group of hospitals located in the Reading County Borough (Barr and Davies, 1957 ). An area surrounding the county borough was selected (see Fig. 1 ) and the total number of hospital 
RESULTS
The geographical distribution of the hospital admissions by specialty and sex is given in Table I . The greatest number of male patients was admitted for surgery while the gynaecological and obstetrical departments admitted the greatest number of female patients. The admission rates for the various specialties show some interesting differences between the administrative areas. It will be seen, for instance, that in all the rural districts except one (Bradfield R.D., Area 19), the male hospital admission rate exceeds the female in surgery. Similarly, in traumatic and orthopaedic surgery, eleven of the sixteen rural districts have a higher male rate. In other specialties and types of area the ratio of male to female patients seems to follow no consistent pattern. For both sexes, in both medicine and surgery, the minimum and the maximum admission rates are lower in rural districts than in the county borough, municipal boroughs, and urban districts, and the maximum rates for traumatic and orthopaedic surgery and E.N.T. surgery are also lowest in the rural district. The female rates for medicine appeared to have a greater range than the male, whereas the reverse is true in E.N.T. surgery and to a lesser extent in surgery. In gynaecology and obstetrics, the maximum and minimum admission rates are higher in the municipal boroughs (including the county borough) than in other types of areas. The admission rate for obstetrics is remarkably high in Abingdon Municipal Borough (Area 2). Like the hospital admission rate for all ages combined, the admission rate for specific ages differs between areas, but the numbers are too small to permit a detailed analysis by individual areas. Instead, in Table II Male male Male male Male male Male male Male male Male male Male male Male Aras - Trust (1955) showed in their investigation of the demand for hospital beds in 1951 that the hospital admission rates varied considerably; for instance, in the catchment area of the General Hospital at Northampton, the admission rates were as high as 103 per 1,000 in the Bletchley Urban District and as low as 16 per 1,000 in Raunds Urban District. In the Norfolk and Norwich areas the rates varied roughly between 10 and 104 per 1,000 of the population. In the urban districts 52 people out of every 1,000 were admitted and only 31 per 1,000 in the rural areas. The Trust concluded that "if a difference in the admission rates for urban and rural areas were to be confirmed by similar data from other parts of the country, it would then be an important consideration to be taken into account when assessing the hospital needs of a community".
The present survey provides further examples of the difference in the hospital admission rates. Generally, the rate in the county borough and urban districts was above that for rural areas, and this applied in most age groups (Fig. 2) . No adequate explanation can be given at the moment for the age and geographical differences, but this is a problenm which is worth investigating, since it not only influences future planning of the hospital services but also affects the current cost of the health service.
The product-moment correlations suggest either that some areas are more prone to hospital sickness than others or that doctors in different areas make varying demands upon the hospital service. For instance, the standardized admission ratio for men in Thame Urban District (population 3,600) ranked seventh in medicine (out of 32 areas), second in surgery, fifth in traumatic and orthopaedic surgery, and second in E.N.T. surgery. Again, in Abingdon Municipal Borough (population 10,000), the standardized male admission ratio ranked third for medicine, sixth for surgery, eighth for traumatic and orthopaedic surgery, and eighth for E.N.T. surgery. The corresponding female admission ratio ranked fourth for medicine, first for surgery, sixth for traumatic and orthopaedic surgery, tenth for E.N.T. surgery, fourth for gynaecology, and first for obstetrics. At the other end of the scale, in Bullingdon Rural District (population 35,000), the standardized male admission ratio ranked last for medicine, last for surgery, 27th for traumatic and orthopaedic surgery, and 30th for E.N.T. surgery, while the female admission ratio ranked 28th for medicine, last for surgery, 29th for traumatic and orthopaedic surgery, 28th for E.N.T. surgery, 31st for gynaecology, and last for obstetrics. It would be interesting to discover the exact reasons for such dissimilarities.
SUMMARY
(1) The hospital admissions in a defined area during April and May, 1956 have been analysed.
